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" A Recertification survey and complaint : .
| invesligation #42720 were completed on ] i
L 11/13/17/ - 11/15/17 at Harlsville Convalescent !
| Cenler. No deficiencies were clted relatied o | l |
| complalnt Investigalion #42720. Deficiencies i | [ 157 ]
| We Hicali : SR S o :
| were for theRRecgrtmcallonf su[vcy l'Jri"idE(' 42 CFR P Our facility will inform the resident:
i F’AR".I"483, equirements for Long Term Care | ] uonsmslt with the resident’s Dez and nutily,
: Facilities. I ! consistent with fis/her nutharity, (he
F 157 i NOTIFY OF CHANGES | i 157i resident representative(s) t
ss=0 ! (INJURY/DECLINE/ROOM, ETC) ; | when there is- 2, un accident involving (he ;
| CER(s): 483.10(g)(14) f | resident which resulls in injury and hos (he ,r
: i l’}’lC’Hlml [or requiring Dr. intervention: b, a '
| (9)(14) Notification of Changes. i | significant change in the resident’s physical, !
1 ; i menfal, or psychosocinl status (tat i, o
. . 0 ) i 3 {etey i i e (s T gon
(i) Afacllity must immedialely inform the resldent; . { deterioration in hicaith. mental, ot psychosociul
; : ; ] PSR, ) H ¢status in cither Jife-threatening conditions or
i consull with {he resident’'s physician, and nolify, | clinicnl eomplicationsy; c. o need o nllcr. 12-31-17
. consistent wilh his or her authority, the resident L treatment significontly (that is. u need
| representative(s) when there is- ; i dlscontinue wp existing form of trentment dye
! . ) . ] [ fo ndverse cansequences, or (0 commeree i ney |
i (A) An accident involving the resident which ; | form of treatment): o ¢, a decision w transfer or
! results in injury and has the potential for requiring i i diseharge the resident from the leility |
[ physician intervention; ; ]' 483.15(c)(1)(i1) when making notification under
| }. i (2)(1dyi) og'lhis scetion, the facility must cnsure |
 (B) A signlficant change in he resident's physical, | .' (hut u!l pertinent il‘llbrmu_liml specificd in 483,15
" mental, or psychosocial slalus (thal is, a \ I g’{z?.!:‘ availuble & provided upon request (o the |
i deterioration in health, mental, or psychosocial i o ) our Tavllityimust olsespromply nolily, 3
' stalus in either life-threatening conditions or : | the resident and the sosident representutive, i 4
i clinlcal complications); i | any, when there is-n. a chinge in room o .;
i P ' i f l'O({I)\mn(c assignment as specified in 483.l()(c)((,);'[
H - . I ot b, u change in resident rights under Federa) or
'(C) Aneed lo alter lreatment significanlly (that s, , | Stule law OIﬁ'cgululions as sﬁ)cciﬁc(l in pLx:r:::‘]n?)lh ;
; a need (o disconlinue an existing form of [ I (e)(10) of this section. (iv) the Gellity will record |
'trealment due (o adverse consequences, or (o ! and periodically update the address (ailing & )
: commence a new form of {realment); or emuail) & phone number ol the resident
‘ ] i representative(s) i
| (D) A decislon to transfer or discharge the i | -'
I resident from he facility as speclfied in : 1 E
[ §483.15(c)(1)(ii). i ;
I ' i
TITLE {6} OATE

LABORAFO ‘f‘ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

. A ‘ < _
Any daficloncy statemont ending wilh an aslerisk (*) dlnolas a deflclency which tho Institution may be exeusod from correcting pravidlng I Is daterminad that

other safeguards provide sufficient pretection to tho | lationts. (See Ingtruclions,) Except for nursing homes, the findlngs slated above are disclosable 90 days
{ollowing tho date of survay whether or nol a plan of correclion is prcvlu(l:d. For nuraing homos..u\e above findlhgs and plons of f:urrecllon are discloaable 14

days followlng lhe dala hese documents are made available to the facilily. If daficlencies ara cited, an approvad plan of corfection Is roquislta to contlnued

program parlicipatlon.
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1

i f | !
F 157 { Conlinued From page 1 " F 157]' |

; ! 1

' iy When making nolification under paragraph ( el |

| (111)4 ; er urr}. . 39_:1 lha - 1“1 Wy pt %r-p [hg: !I"l'hc Dr. has been enlled regording Resident #5°s

o )(!)O s section, the facllity mus enau;;e a | frecommendations from Onsight Vision

. all pertinent information specified in §463.1 6(c)(2) " {2.The DON will develop a log to list the

i Is available and provided upon request (o lhe recomminendations from the denta) & vision

feonsullants as well as pulting in place & method of
iensuring the foflow tru witl the recommendution
[hag oceurred 3. The licensed aursing stafl will be
lin serviced regacding this process

14, The recommendations from the dental & vision
]‘consulu\nls will be reviewed during the weekly
IQAPVIDT meeting ofler cach visit for 3

Fmonths o ensure timely

Woltow througl with any recommendutions,

IANY advérse lindings will be immedintely addressed;
swith nppropriate interventions, '

| physlcian.

i (iif) The facility must also promptly nolify {he
| resident and Lhe resident representalive, if any,
i when there is-

i
' (A) Achange in room of roommate assignment
| as specified in §483.10(e)(G); or

1

. (8) A change in resident rights under Federal or

! State law or requlalions as specifiad In paragraph |

| (e)(10) of this section.

L

I (iv) The facility mus! record and periodically

i updata the address (malling and email) and i
phone number of the resident represenlalive(s). | !

This REQUIREMENT is nol mel as evidenced !

by:

g‘ased on medical record review and inlerview,

the facllily failed lo notify the Physlcian of

I recommendalions for 1 residenl (15) of 26 i

residents reviewed. .

L

| The findings included:

Resident #5 was admilted to lhe facilily on 4/7/04
and readmitled on 8/10/15 with diagnoses
| including Type | Diabetes Mellitus, Type 1l
j Diabetes Mellilus, Cataracls, Hyperlension,
[ Peripheral Vascular Disease, Edema,
Arliropathy, Long Term Use of Insulin, Heart

| Failure, Atherosclerotic Heart Discase, Chronic i
Obstruclive Pulmonary Disease, Bipolar Disorder, * i
Moderate Intellectual Disabililies, Peplic Uicar ,_ |
Evanl ID: 42D Facliily 1p: TNB501 {{ continuation sheet Page 2 of 1G
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F 157 | Continued From page 2 F 157

{ and Gaslro-Esophageal Reflux Disease.

| Medcial record review of the Quarierly Minimum

i Dala Sel (MDS) dated 6/2/17 and 9/1/17 revealed
| Resident 5 had a Brief Interview for Mental

| Status score of 3, indicating severe cognitive

| impairment. Conlinued review of the MDS daled

! 612117 and 9/1/17 revaaled (he residenl had

 impaired vision and did hot have corrective
: lenses.

|
! Medcal record review of the Care Plan for
Resident #5 revealed the resident had visual

+ daficits.

! Medical record review of a Request for an Eye

. Evaluation daled G/13/17 revealed a requesl for

s an eye evalualion to be compleled. Continued

| review of an eye exam evaluallon completed on
8/30/17 revealed a recommendation for the

i resident to receive ,.artiflclal tear tid [three imes

: per day)...Daily activilies and quality of llfe

f affecled, Refer for Cataract evaluation...”

! Medical record review revealad no documelation
e Physiclan had been nolilied of the

| recommendalions nor had a calaract evalualion
! referral been made.

! Interview with Licensed Practical Nurse (LPN) #4
" on 11/14/17 at 2:50 PM al the 2nd floor nurses

| lalion revealed if a referral was ngeded the

' Physlcian was nolified and ordered the referral

| appointment.

| Interview with LPN #1 on 11/14/17 a1 5:05 PM in
! the conference roo/m revealed an eye exam

| evaluation went to the Direclor of Nursing {DON)
i and (hen to the floor nurse, who was responsible

I
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I
1
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F 157 | Conlinued From page 3
| for contacting the Physician to nolify of
« recommendations. Conlinued inlerview revealed
i documentation of the Physician notification would
| be in the Nurse's Noles. LPN {#1 reviewed Nurse
i Progress Noles and confirmed there was no
i documentation of nollfication to the Physician of
| the recommendalions. LPN #1 confirmed the

i
|
|
!
i
i
|
|
I
|
i
!

facility failed (o nolify the Physician of the eye
exam recommendaltiops for a cataract referral
! and artificial tears for Resident #5.
|
| Interview with the DON on 11/14/17 at 517 PM in |
i {he conference room conlirmed {he facilily failed
i to ensure the Physician was nolilied of (he eye
' exam recommendations for a calaract referral or
. the need for arlificial tears for Resident #5. |
F 241 DIGNITY AND RESPECT OF INDIVIDUALITY
SS=C | CFR(s): 483.10(a)(1)

{ (a)(1) A facility must (reat and care for each

i resident in @ mannar and in an environment that
: promotes mainlenance or enhancement of his or
[ her qualily of life recognizing each resident’s

« individuality. The facility imust prolect and

| promote the rights of the resident.

| This REQUIREMENT is not met as evidenced l
i by ‘
! Based on abservation and interview, the facility
| falled to ensure dignily and respect for 5 of 11

| residents aobserved during a meal.

| The findings included:
' Observalion of a lunch meal on 11/13/17 between !
1 12:20 PM and 12;40 PM in the 1s( flaor common |
i area revealed Cerified Nurse Alde (CNA) #1 :
| compleled tray set-up for 5 tesidents, Further |
i observalion revealed CNA#1 removed a

i

F 157

F 241

|
]
|
)
5.
i
!
|
|
I
i
!
1
i

\

/
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F 241; Conlinued From page 4
' sandwich from a plastic bag with an ungloved
+ hand and placed the sandwich on the tray for
, cach residenl. Conlinued observalion revealed
' CNA#2 completed a tray set-up for 1 residenl.
i Furlher observation revealed CNA#2 removed a
" sandwich from a plastic bag wilh an unglovad
l‘ hand and placed it on lhe {ray.

! Interview with CNA#1 on 11/13/17 at 12:45 PM at
! the 1st floor nurses slation revealed she always

t removes the sandwiches from the bag wilh an

: ungloved hand. Continued interview revealed

. sometimes sandwiches were served on plates

. and sometimes they were not,

[nterview with CNA#2 on 11/13/17 al 2:45 PM at
' the 1st lloor nurses station revealed when

- removed the sandwich with an ungloved hand
. and placed il on the {ray. Furlher interview
! revealed sandwiches were hot always served on

i a plate.

{ Interview with the Director of Nursing (DON) on

© 14/13/17 at 6:05 PM in her office revealed she

! expacted staff to wear gloves if (hey have lo

! touch resident food, Continued Interview revealed

i the DON expecled plates lo be provided for foad

i to be placed on, After informing the DON of the

{ lunch observation the DON slated tha CNAs were
not o louch resident food with ungloved hands

| and were nol to place food items on the tray. The
DON confirmed (he facilily failed to ensure dignily

{ and respect for 5 residents during a meal.

| Interview with the Administrator on 11/14/17 at
' 7.38 AM in her office revealed she expected all
! food to be served on plates. After infarming the
{ Administrator of the lunch observallon the

. completing tray sel up for a resident she normally |

[
|
|
|
|
1
1
|
|
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F241; i
| i
I

1241
FWe will trent & care for caeh resident in a
munner & inan environment that prowaoles
mapintenance or enhancement of his/her quulity
Follife recognizing cach resident’s individwality.
¢ Our facility will proteet & promote the rghts off
i The resident,
! LONA's will be in-gerviced on the upproprinte
“way (o sl up a vesident’s tray & instructed they
I must always wear gloves il they touch any
[ food items on a resident's tray, i
: 2.1he dietary manager has been instracted :
tsandwiches must always be served on o plae,
U"The dietory department will be in-servieed on the
Cappropriate way sundwiched should be served, !
i 3. Menl times will be monitared by nuesing }
i manogers. department managers including the
sadministutor and DON for | month, then managers
s will be given specilic meal times & days they will
{have dining room duty. '
Fd.The findings during the meal time monitoring willl
F B reviewed during the weekly QAPIIDT meeting |
Lo imonth with inteeventions os needed,

|

f
I
i

12-31-17

Page 5ol 16
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[ 1

! |

1

F 241 Conlinued From page &

I Adminislrator slated “...(hal was complolely
 (nappropriale...” The Administralor confirmed the
 facility failed lo ensure dignily and respect for 5
| residents during a meal,

F 252 | SAFE/CLEAN/COMFORTABLE/MOMELIKE

ss=€ | ENVIRONMENT

CFR(s): 483.10(e)(2)(I)(1)(1) i)

()(2) The right to relain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so weuld infringe
upon the rights or health and salety of other

J residents.

]! §483.10(i) Safe environment. The resident has a
 righ( to a safe, clean, comforlable and homelike

. environment, including but not limiled lo receiving
trealment and supports for daily living safely.
The facilily must provide-

(i)(1) A safe, clean, comforlable, and homelike
environment, allowing the resident to use his or
} her personal belongings to the exlent possible.

(i) This includes ensuring that the resident can
receive care and services safely and (hal the
physleal layout of the facility maximizes resident
Independence and does nol pose a salety risk.
(i) The facilily shall exercise reasonable care for
the protection of lhe resident's property from loss
or theft.

This REQUIREMENT is not met as evidenced
by:
E‘;’ased upon ebservalion and interview, the
facliity falled to provide a home like environment
for 1 of 2 meals observed.

DEFICIENCY) |’
|
|

1¥252
The resident has the right w retuin & use personal
possessions, including furnishings, & clothing. as
space permits, unless Lo do so would inliinge upon
| the rights or health and safcty of other residents,
i The resident has a right (o a safe, clean comforiable,
And homelike environment. including but not
 limited to recciving trealment and supports for daily:
| living safcly. The facility will provide- A salc, clenn,
i camfortable. & homelike environment, allowing thel 123117
 Tesident to wse his/her personal belongings tathe .
i extlent possible. Thig includes ensuring the resident
! con receive care and services safely & that the
i physical layout of the facility maximizes rexident
independence & docs not pose a safety risk, The
facility will exercisc reasonable carc for the
protection of the resident’s properly from loss or
thefl,

1.CNAs will be in-serviced on the appropriate way
1o 5ot up the resident’s tray and instructed to never
| handle any resident’s food without using the
lapproprinte gloves.
2.The dictery manager has been instructed to
wlways serve sandwiched’on an appropriaic plate.
-The dictary staff will be in-scrviced on the
approprialc way sandwiches should be served,
3.Mea! times will be monitored by nursing
maonagers, department managers including the
administrator & DON.
4.The findings during the meal time monitoring
will be reviewed during the weekly QAPI/IDT
meeling for 1 month with interventions as needed.

1
1
1
¥
1
i
i
.r
|
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F 252 i Conlinued From page 6 f F 252;

| The findings included: ][

| Observalion of a lunch meal on 11/13/17 between i
| 12:20 PM and 12:40 PM in the 1st floor common
| area revealed Cerlllied Nurse Aide (CNA) 91

| completed tray set-up for 5 residents. Further

| observation revealed CNA #1 removed a

| sandwich from a plastic bag with an ungloved

’_ hand and placed (he sandwich on a lray for each
| resident. Continued observalion revealed CNA#2
i completed a tray set-up for 1 residenl. Further

! observation revealed CNA 72 removed a

i sandwich from a plastic bag wilh an ungloved

i hand and placed it on the tray. ,

| Interview with CNA#1 on 11/13/17 at 12:45 PM at !

! {he 1st floor nurses slalion revealed she always |

| removed the sandwliches from the bag with an

{ ungloved hand. Conlinued interview revealed 'r

| somelimes sandwlches were served on plates |

i and somelimes they wera nol. i i

| Interview with CNA#2 on 11/13/17 at 2:45 PM at ! [
the 1st floor nurses station revealed when ! |

i completing tray sel-up for a resident she normally
I removed the sandwich with an ungloved hand !
i and placed il on the tray. Further interview - i
| revealed sandwliches were not always served on i

| a plate.
1

f [nterview with the Diractor of Nursing (DON)on i
[ 11/13/17 at 6:05 PM in her office revealed she |
i expected slaff lo wear gloves If they have lo
! touch resident food. Continued interview revealed
' the DON expecled plates to be provided for food |
{o be placad on. After informing the DON of the |
| lunch obsarvation the DON staled the CNAs were |
| not 1o touch resldent food with ungloved hands

1 N
| and were not fo place food ilems on the lray. The | | i

Evonl [(: 42011 Facility (D: TNO501 If contiuation sheet Page 7 of 16
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™we |
I

F 252 i Conlinued From page 7 i F 252,
| DON confirmed (he facility failed to provide a | '
' homme like environment during a meal.

| i
| Interview with the Administrator on 11/14/17 at |
 7:38 AM in her office revealed she expecled all |
| food to be served on plales. Afler informing the |
Administrater of {he lunch observalion the ]
|
I
|
!

! Administralor stated "...that was complelsly
| inappropriate...” The Administrator confirmed the

I
! facility failed to provide a home like environment

i during a meal. ! _
F 282 | SERVICES BY QUALIFIED PERSONS/PER ! - 282
ss=pn ! CARE PLAN
| CFR(s): 483.21(0)(3)(i) {

(b)(3) Comprehensive Care Plans
| The services provided or arranged by the {acilily,
: as outlined by the comprehensive care plan,

! must-

i (i) Be provided by qualified persons in
| accordance with each resident's written plan of
| care.

J'This REQUIREMENT is not met as evidenced

by:

| Based on medical record review and Interview,
i the facility falled lo ensure a follow-up

t appoiniment was oblained for 1 resident (#5) of

| 26 residents reviewed.

|

| Resident #5 was admilted to the facility on 4/7/04

| and readmilled 8/10/15 with diagnoses including
Type | Diabetes Mellitus, Type |l Diabetes

' Mellilus, Calaracts, Hyperilension, Peripheral

;Vascular Disease, Fdema, Arthrapathy, Long

1l Term Use of Insulin, Heart Fallure,

The findings included:

1
]
i
1
| |
FORM CME-2667(02:08) IPrevious Varsions Qbsolele Evont 1D:4ZDI11 Facllily 10: TNg501 If contlnuation shoet Page 8 of 16
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xo SUMMARY STATEMENT OF DEFIGIENCIES : ) ! PROVIDER'S PLAN OF CORRECTION xs)
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i " j :

F 282 : Continued From page & F 282i‘
! Alherosclerotic Heart Disease, Ghronic ! ,
' Obstructive Pulmonary Disease, Bipolar Disorder, : 9w
' Moderate Inlellectual Disabillies, Peplic Ulcer, ! tThck wervices provided or amanged by th
i and Gaslro-Esophageal Reflux Disease. ! F e BN orarranged by Hic
i | 1 faeility, ug outlined by the comprehepsive
' ' ' Jan. will ’ 1
! . . L é L eare plan. will -
gl i o e Ouoreny M | et i s i
! e ! ! ' with cach resident’s written plan of care.
' 4 4 . . e . |
! (he residenl had impaired vision and did not have | i 1, The recommendations made for any eye exams
| corrective lenses. | | and/or surgerics will be logged by the DON belore

| i giving (o the nurse 1o notify the attending &
! | in¢lude in the nurscs notes. 12-31-17

Medical record review of the Care Plan for
‘Resident #5 revealad the resident had visual

- deficits. :

Medical racord review of a Request for an Eye
| Evaluation dated 6/13/17 revealed a request for
' eye evaluation lo be conipleted. Conlinued review |
'of an eye exam evaluation daled 6/30/17 '
' revealed it was recommended for the resident to
i receive “,..artificial lear (id [three limes per
i day)...Dally activities and quallty of life affected.
| Refer for Catarac! evajuation...”

{ Medical record review revealed (he Physician had
‘ hot been nolified of the recommendalions nor
 had a cataracl evalualion referral been made.

! interview wilh Licensed Practical Nurse (LPN) #4
{on 11/14/17 at 2:50 PM at (he 2nd floor nurses

! s1alion revealed If a referral was needed the

| Physician was nolified and ordered (he roferral

“ appeiniment. LPN #4 stated the nurse was

i responsible for making the refercal appointment

: ance ordered by (he physician,

i {he conference room revealed eye exam
* evalualion went to the Director of Nursing (DON)

: |
! Interview with LPN #1 on 11/14/17 al 5:06 PMin |
| i
+and then to the floor nurse, who was respansible !

| 2, The DON will follow up from her log within

, an approprinte time frame 1o sec that the

s recommendations have been followed

i through withy i

' 3.The DON will bring her findings to the weekly '
QAPVIDT weekly mectings

-. 4 The recammendations afler the cye clinic visits
will be reviewed during the weekly QAPVIDT

L mecting 1o ensure interventions were processcd

sappropriately for 3 of the eye clinic visits

|
i
i

|
|
i
|
|
!_

i
|
I
[
|
|
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F 282 | Conlinucd From page 9

.' for contacting the Physician to notify of
\ recommendations. Conlinued inlerview revealed

x| SUMMARY STATEMENT OF DEFICIENCIES 10 [ PROVIDER'S PIAN OF CORRECTION e
PREFX | (EACH BEFICIENCY MUST B PRECEOED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE [ OATE

E 1 DEFICIENCY) f

y : ;

! |

] .

F 282 5

| |

!'
|
!
' |
|
O !
| nolificalion jo the Physlcian would be in (he : ;
| Nurse's Noles. LPN #1 reviewed Nurse Progress | ‘
i Notes and confirmed there was no 1
' documentation of the Physician being nolified of !
| lhe recomimendations. LPN #1 confirmed the !
] facilily failed to notify the physician of the eye ! |

i exam recommendations for a cataract referral |
' and artificial tears for Resident #5. l

! Interview with the DON on 11/14/17 3t 5:17 PM in

| the conferehce room confirmed the facility (ailed

! to ensure the Physician was notified of the eye |

| exam recommendations for a catarac! referral or |

| the need for artificial tears for Residen( #5. i
F 371! FOOD PROCURE, STORE/PREPARE/SERVE - 1 F371
ss=F | SANITARY i

| CFR(s): 483.60(i)(1)-(3) ' i

I

{ (i)(1) - Procure food from sources approved or

| considered satisfaclory by federal, slale or local
| authorities.

1

! (i) This may include food ilems obtained directly

i from local producers, subjeci lo applicable Slale

r and local laws or regulations.

I ! £
(i) This provision does not prohibit or prevent

I facilities from using produce grown in (acilily .

 gardens, subject lo compliance wilh applicable | l

safe growing and food-handling praclices,

|
1 (iii) This provision does not preclude residents
' from consuming foods nol procured by the facility. |

1

(i)(2) - Store, prepare, distribute and serve food In |
| accordance with professional standards for food [

|
“ORM CMS-2667(02-09) Previeus Verslona Obsolale
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" donning gloves and serving food, failed lo remove::
. contaminaled gloves prior to handling bulk food; |
i failed to thoroughly dry plale lids prior lo use; :
 falled to maintain a clean and sanilary ice i
. machine and nourishment refrigerator; failed lo E
' dispose of expired bultermilk, and failed to date
| applesauce and sandwiches available for resident
| use.

| The findings included:

Observalion of a lunch meal on 11/13/17 belwsen
12:20 and 12:40 PM in the 1sl fleor common area
revealed Certified Nurse Aide (CNA) #1
| completed tray sal up for 4 residents. Further
! review revealed CNA 1 removed the sandwlich
from tha plastic bag wilh an ungloved hand and
! placed the sandwich on the lray for each resident.
| Continued review revealed CNA #2 completed lhe
I ray set up for 1 resident. Furlher review revealed
i CNA #2 remaved lhe sandwich from a plaslic bag
! with an ungloved hand and placed it on the tray. |
! :
| Interview wilh CNA71 on 11/13/17 al 12:45 PM at |
"'the 1st floor nurses stalion revealed she always E
|

| removed the sandwiches from the bag with an
i ungloved hand. Continued interview revealed

service safety,
" (i)(3) Mave a poliey regarding use & storage of
I Foods broupht to residents by family & other
; visilors to ensure safe & sanitary storage,
© handling, & consumption,

[LONA's will be in serviced on the appropriate
wiy 10 setup a rcsivé tray & instructed
they should always Wear ploves il they touch

any foad itefm on the resident’s Ly
2.Dietary sfaff yill be in-serviced on handwashing

“will be iy-serviced on the
correct woyNh dry & stack plate lids & bowls
which allows appropriate drying.

4.The ice machines were clcaned the day

of ndverse Nindings, The ice machines arc 1o
be locked at all times toyavpdd residents from
opening the machine, SUMT will be in-serviced
on ensuring the ice muchines are kept locked
at ol times, The HK supervisor now

has the ice machines on a routine clcaning/
sanitizing schedule,

STATEMENT OF OLFICIENCIES (X1) PROVIDER/SURPLIERICLIA (X2) MULYIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILRING COMPLETED
445256 B. WING 111512017
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) o | SUMMARY STATEMENY OF DEFICIENCIES ‘ | PROVIDER'S PLAN OF CORRECTIQN e
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YaGg | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ! CROSS-REFERGNGED TO THE APPROPRIATE | DATE:
! II : DEFICIENGY) !
; | ! :
F 3711 Continued From page 10 PR 371y
| service safely. : ! |
i d I R 371 i
g . . - ! L)1) Facility will procure food from sources i
E EI)(? Mave a policy ‘,‘993”““9 use'and storage of ‘ i approved or considered sutisfactony by federal. :
:' 00 s brought to residents by fgmn[y and other | | state or Jocal authoritics. This may include foad 1
! visilors lo ensure sale and sanitary slorage, ; | items obtained dircetly from local producers. :
 handling, and consumption. Ii ! subject to applicable State & lacal aws or ;
' This REQUIREMENT is not mel as evidenced | i repulutions, This provision does not prohibitor
| by: ‘ | prevent focilities from using produce grown in i
i Based on observation and Interview, the facilily | fncility gardens, subjccted (o compliance with i
! falled to serve sandwiches on plates (o residents; | I applicable sales growing & food handling practices.
 failed (o serve lemon squares on plales (o the ! ! This provision does not preclude rcsm?nt.sli‘rom :
| residents; failed to wash or sanitize hands prior (o | | consuming foods not procurcd by the facility.
' (i)2) Store. prepare. distribute and serve foad in |
. 12-31-17
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| sometimes sandwiches were seived on plales
| and somelimes they were not, I
!
| Interview wilh CNA#?. an 11/13/17 at 2:45 PM at :
i the 1sl floor nurses slation revealed when !

' completing tray sel up for a rasident she normally |
: removed (he sandwich wilh an ungloved hand |

! and placed it on the tray. Further interview [
[ revaaled sandwiches were not always served on |
; | Plates. !
!

]

l | Observation of a dinner meal on 11/13/17

' between 5:25 PM and 5:45 PM in the 1st floor

| common area revealed 6 residents were served |
desert squares in plastic bags wilhou! plales, |

' |

| Interview with the Director of Nursing (DON) on

' 11/13/17 al 8:05 PM in her office revealed she

| expecled staff to wear gloves if they have to

| touch resident food. Continued interview revealed |

i the DON expecled plates to be provided for food

| lo be placed on. After informing the DON of the |

! tunch and dinner abservatlon the DON slaled the |

CNAs were not to tauch resident food wilh !

ungloved hands and were not (o place food items |

on the tray. The DON confirmed the facility failed |
|
|

lo distribule food in a sanilary manner.

i Interview with (he Administrator on 11/14/17 at

| 7:38 AM in her office revealed she expected all
 food (o be served on plates. After informing the
'/\dmlnlstralor of the funch and dinner observation !
1 the Administrator stated "...that was completely |
L inappropriate...” The /\drnlnishalor confirmed the
' facthty failed to serve [ood In a sanitary manner.

' Obset’vallon on 11/13/17 at 5:28 PM in the
Dietary Depariment ravealed the Cook and
| Dietary Aide #1 delivered a dining cart and a hall

5. The refrigeralor in the nourishment
room has since been eleaned. The
buttermilk, applesauce & peanut butter
sandwiches have been discarded. The
nursing departiment will be responsible
{or clenning the refrigerator & will be

i In=serviced on their responsibility for

I cleaning the refrigerator & monitoring
the dales on (he resident’s snacks that are
sent out, The dictwry department will be
reminded in on in-service that all ftems
going out to the nourishiment rooms
must be dated,

The nursing & administrative management
stafl will monitor the dining delivery scrvice
to resideonts for 1 month lo ensure the stafl are
using appropristc methods when setting up
residents” trays for their meals, Any adverse
i findings will be addressed/corrected
| immediately, The dictary munager will
' motitor her stlT for [ month (o ensure they
are lollowing approprinte hundwnshing
lechniques & appropriute (tying techniques
for plates, lids, cle. Any adverse lindings
will be addressed/carrected immediulcly,
Their findings will be reviewed by the
QAPVIDT weckly meeting for 1 month,
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PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE i COMPLETION

i

I

L

|

1

|

|
|

TG | REGULATORY OR LSC IDENTIFYING INFQRRMATION) i 1AG CROSS-REFERENCED TQ THE ARPPROPRIATE onve
i DEFICIENCY)

1 ! :
F 371 Contlnued From page 12 3 F 371,
cart lo the downstairs dining room and lhe E and | ‘
! F hall. Continued abservation revealed they !
| returned (o the Dielary Department at 5:33 PM
[ and failed to wash or sanilize thelr hands prior to
[ donning gloves and plating food and drinks from |
| the beverage area and steam (able. Furlher !
| observalion revealed the Dietary Aide used her |
| gloved hand to open the reach In cooler and |=
| obtained bulk sliced cheese. Continued |
| obsaervation revealed she touched mulliple slices |
' of the bulk cheese wilh her left gloved hand while :
| pulling @ piece of sliced cheese wilh the right
i gloved hand; then lifted a slice of bread froma |
| bologna sandwich; placed the cheese on the 1I .» |
| ; n
|

| bologna; pul he bread back on lap; and placed
(-\, ' the sandwich on a plate,

i

i Interview with the Cook and Dietary Aide #1 on
. 11/13/17 al 5:50 PM in the Dielary Department i
i conflrmed they failed to wash or sanilize their I
| hands prior (o donning gloves and serving

. beverages and food for the residents. Further
Linterview with the Dietary Alde confirmed she |
| falled to remove coniaminaled gloves and wash |
1 her hands prier to handling bulk cheese and
| bread for reslden( use.

|

1 Observation on 11/14/17 at 1:48 PMin the ‘|
| Dielary Department with the Dielary Manager :
| (DM) present revealed ¢ plate lids slacked on the !

| prep table and used during the Junch meal.
| Continued observation revealed the inside of the
| lids were not dry. Conlinued observation revealed |
i 1 rack of plale lids were stacked against one i
+ another and placed on (he drying rack ;
| immedialely after washing and rinsing without air {
' drying. Continued observation revealed soup :
I
I

| bowls were placed on top of each olher and were E
[ not allowed lo air dry completely. [
Even! |D;4ZDI1
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SUMMARY STATEMENT OF DEFICIENCIES |

%A 10 |
{ ' (EACH DEFICIENCY MUST BG PRIECEDED BY FULL |

PREFIX
TAG |

o]

REGULATORY OR LSC IDENTIFYING INFORMATION) ! IAG i
i

| PROV(DER'S PLAN OF CORRECTION

PREFIY (EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFCIENCY)

(X%5)
COMPLLTION
OAYE

' |
!
F 371! Conlinued From page 13 i

i Inlerview with the DM on 11/14/17 at 1:48 PM in
! the Dielary Depariment confirmed the facilily

‘ failed lo provide adequale space or drying racks
L to air dry dishes completely prior to resident use.

I Observation of the lee machine on C Hall on

| 11/14/17 at 2:15 PM with the DM present

! revealad pink shiny debris on the Inside top of the

i ice machine. Furlher observation of he

I nourishmenl refrigerator on the F hall at 2:40 PM

| with (he DM present revealed greenish/black |
|

| debris on the refrigerator and froozar seal.

, Continued observalion revealed orange shiny i
! debris on lhe middle glass shell of the refrigeralor
i along with food items available for resident use. |

! Inlerview with the DM on 11/14/17 al 2:45 PMin |
the F hall nourishment room confirmed he facility |
! failed to maintain a clean and sanilary Ice

i machine and nourishment refrigerator for the
: residents.

' Observation of the nourishment refrigerator on E

! hall on 11/14/17 at 2:30 PM with the DM present

| revealed two 8 ounce carlons of buttermilk dated

. 11/18/17; one 4 ounce souffle cup of applesauce

i undaled: and four and one half peanul buller

:' sandwiches undated available for resident use.

i

U interview with (he DM on 11/14/17 al 2:33 PM in |
the E hall nourlshment room confirmed the facility

' failed to dispose of expired bullermilk and failed

to dale applesauce and peanut butier sandwiches

avallable for resldent use. i

F 515 | RETENTION OF RESIDENT CLINICAL |
ss=F | RECORDS

CFR(s): 483.70(i)(4)(i)~(iii)

[é2}
PN
[}

71

L}
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F 515 l Continued From page 14

(i) Medical records.

(4) Medical records must be retained for-
(i) The period of ime required by Stalte law; or

| (il) Five years from {he date of discharge when
{here is no requirement in Stale law; or

(liy For a minor, 3 yeats afler a resident reaches
! legal age under Stale Jaw.

[ This REQUIREMENT is not met as evidenced

| by:

! Based on review of facillty policy, medical racord
! review, and interview, the facilily failed to

! mainlain resident clinical records for {he

| appropriate lime frame.

I The findings included:

Review of facllity policy, ADL (Activities of Daily
Living) Flow Shaols, daled 1/15/16 revealed

v ADL flowsheets are collecled by the DON
[Dlrector of Nursing] at (he end of each month,
and kepl in (he DON office for 30 days. Al the end
of the 30 day period, all flow sheets are shredded
and a new 30 day collected...”

Resident #5 was admilled (o the facilily on 4/7/04
and readmitled 8/10/15 wilh diagnoses inciuding
Type | Diabetes Mellitus, Type Il Diabeles
Mellitus, Calaracts, Hyperlension, Peripheral
Vascular Disease, Edema, Arthropalhy, Long
Term Use of Insulin, Hear Failure,
Atherosclerotic Meart Disease, Chronic
Obslructive Pulmonary Disease, Bipolar Disorder,
Maderale [ntellectual Disabililies, Peptic Ulcer,
and Gastro-Esophageal Reflux Disease.

|
|

(aymo SUMMARY STAYEMENT OF DEFICIENCIES | [ PROVIDER'S PLAN OF CORRECTION (%6)
PREEX | (EACH DEFICIENCY MUST 8E PRECEDED BY FULL | PREFIX ! (EACH CORIECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION] i TAG ! CROSS-REFERENCED TO THE APPROPRIATE | DATE
| ! i DEFICIENCY) i
1 )
1 =| :
[~ 515!

| P18
‘ Medical records will be retained for the
i period of time required by Stote law: or
i five vears from the dalc of discharge when
| there is no requirement in State law: or
‘ for a minor. 3 vears affer a resident reaches
1 lepal age vader State low,
1.The facility ADL flow shects policy will
| be changed [rom retaining the flow sheets
i for30 days to retaining the Nlow sheels Tor
1]
|
1
]
|
1
|
i
E
|
i
l
)

3 months (90 days). 17-31-17
¢ 2. The nursing stalT will be in-yerviced on T
changing the ADL Mlow sheets retention
totinie
3.The DON & MDS coordinator will monitor
i the ADL flow sheet time frame retention
change to cnsure the look-back time for
I completing (he MDS process is sulTicicnt
il not sufficicnt. the retention time wil] be
changed
4.The change in retaining the ADL flow shects
will be reviewed afler the 90-day retention
change to ensure the look-boek time frame
supports an appropriaie look-buck time for
the MDS process
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i Review of the Quarlerly Minimum Data Sel i ! i
f (MDS) dated 6/2/17 revealed Resident #5 had a ; i |

Brief Interview for Menlal Status score of 3, i

indicating severe cognitive impairment. Resident |
| #5 vequired supervision for {ransferring, walking ;
I in room/corridor, locomofion on/off unit, eating, ]
I required extensive assislance Wilh dressing, i
i (ofleling and Activities of Dally Living (ADLs) and |
i ullized a walker. Review of the Quarlerly MOS |
! dated 9/1/17 revealed the resident had Impaired |
i vision and did not have corrective lenses. i

! Resident #16 required limited assistance far bed

! mobility and ealing; required supervision (o walk
tin roomicorridor and utilized a walker, locomotion
; on/off unil, lransfers and dressing; required

. extenslve asssistance for loileling and ADLs.
: Medical record reveiw revealed there were no |

| ADL flowsheets for the months prior to Oclober

| 2017.

| Inlerview with the DON on 11/14/17 at 3:05 PM at j
i

|
" the 2nd floor nurses slation revealed the facilily
i destroyed the ADL Flowsheets once the MDS

| Coordinator oblained the information needed for
. the MDS review after 30 days.
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| Interview with Licensed Practical Nurse #2 on } |
|
i

| 11/14/17 ot 4:25 PM at the 2nd floor nurses
| station revealed she utilized {he ADL flowsheels
ii {o complete the MDS.

i Interview with the Administralor on 11/15/17 at
 5:25 PM in her office revealed the facilily

{ destroyed the ADL flowsheels after 30 days and
i conlirmed the facilily failed o malntain resident
! clinleal records for the appropriale time frame,
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